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1) I hefeby confirm thal all dstails in this Form are Tru€ to lhe best o, my knorvlsdgs. Any hlse stalement,,vill render my Application & ongoing 63sistanca, f any,

zl iioierrfv ionti, tfrat assistsnce, if recEived from Koshika Foundation, wlll b€ used only for the "Blrpos6'. as statod in fils Fom. for whldl such assistance

was requested by me.
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iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

s of the'purpose', for which such assistance is requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating information about it's

made bt Koshika Foundation belor€ or after my treatment or fulfilment of lh€ "purpose"

for which assistance is being requssted.

zit (lpplicanq turttrer agree-thaiany such use of my name, address, photo & details of the'purposs". for which such assistanc€ is roqu€sted/grantsd,

witt noi auto.aticatty enii[e me for receiving or continuing the said assistancE. The decision for granting and/or continulng lhe sssistance will rsst solely

with the Trustees of Koshika Foundation, and their decision is this rEggrd will b€ finol and accoptable to me.
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By afiixing hereunder, signature of our Authorise d Signatory for recommending this case/patient for linancial assistance from Koshika Foundation we

(Hospital) hereby affirm & accept following:
1) that we neither are presently nor will in future avail of financial assistance from anolher NGO or any other sourc€, for ths sam€ patient/case, as w€ are

req uesting to gel lrom Koshika Foundation, to the extent thai such assistance is granted by Koshika Foundation. lf the requested assistance is nol granted

by Koshik; Foundation, in part or in full, then tho Hospital reserves it's right to makE up the shortfall from another NGO or any othsr source This

confirmation essentially states thst tho Hospilalwil I not avail any duplic€te assistance for the same Patienl,/cas€ from any other NGO or any other source

The assrstance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedurg advised/conducted by the Hospiial on the
2)
patien t, is based on the arrangement betwesn ths patie nt & the Hospital, and is in no way innuenced by Koshika Foundation. Hence. the Hospilal will

assume sole & oomplete responsibility of tho treatm€nt & it's outcome & safety ol lhe patient , and Koshika Foundation wiil have no role or responsibility

in the matter.
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